Numerous problems are associated with so-called 'emergency' operations on young patients. These can bring tragic results unless the dangers are recognized and special precautions are observed to prevent them. First, it is a common fallacy to hurry with these unscheduled cases, to cut corners either through impatience, carelessness, or an erroneous belief that haste is all-important. Actually, the term 'emergency' is rarely justified, and most situations are improved if treated with calm thoroughness rather than headlong speed. In this way other important conditions will not be overlooked, such as multiple injuries in an accident case, or diabetes complicating an emergency abdominal condition.
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Fear on the part of the young patient is an important factor that can introduce serious physical as well as emotional complications. A bleeding, screaming child makes a poor subject for antsthesia, and to bring such a patient to the operating floor without proper time to calm and pacify him is brutal and unsafe. The methods employed are of less importance than the results. The three important factors are adequate pre-operative sedation, the personality of the anmsthetist, and a skilful technique of induction of anesthesia. A careful, unhurried examination of the child is essential; the frightened young child is best premedicated with rectal tribromoethanol or rectal Pentothal; morphine is useful in older children.
The problem of the full stomach is well known and is frequently encountered. Although many different approaches have been advocated, experience has narrowed the choice considerably. Few anesthetists now rely on waiting a specified time or on attempting to empty the stomach by lavage or induction of vomiting. If an injury is sustained within two to three hours of a meal, undigested material may be vomited up to twenty-four hours later. The induction of vomiting by making the Meeting November 4 1960 at the Royal College ofSurgeons Lincoln's Inn Fields, London Paper child retch may not empty the stomach completely, and lavage with a wide-bore tube will remove only liquid or semi-liquid material. It is not practicable to intubate a conscious child. While some favour a 'crash' induction with Pentothal and a relaxant immediately followed by intubation, this is dangerous in the presence of abdominal distension, and induction with cyclopropane or nitrous oxide and oxygen is preferable, followed by intubation when a sufficient depth of anxsthesia has been reached. It is agreed by most that local anesthesia is often advisable, and that if general anesthesia is indicated an endotracheal tube should be employed, and left in place until the patient is awake. Suction equipment, mouth gags, and a bronchoscope should always be available.
Other problems include the child with peritonitis and high fever, the child with acute respiratory obstruction, and the newborn infant with intestinal obstruction. Suitable apparatus and a clear plan of action are essential if success is to be expected.
When children are admitted to the hospital with peritonitis, fever of 1040 F to 1050 F and signs of dehydration and toxicity it is best to delay operation for as much as four to twenty-four hours while steps are taken to control the fever and institute antibiotic and fluid therapy. Since adoption of this regime, serious complications from hyperthermia have been eliminated. Usually aspirin per rectum, or skin-sponging with alcohol will lower the temperature. If rapid cooling devices of the Therm-o-rite type are used, the temperature will often fall before the child's condition justifies operation. Additional time should be allowed in such cases. Atropine should be withheld until immediately before operation, and then given by vein in slightly reduced dosage.
Newborn infants, especially those with intestinal obstruction, present difficult problems. Very weak infants often may tolerate all of the operation under local infiltration anesthesia, while some will need nitrous oxide or cyclopropane only during peritoneal closure. For many abdominal procedures and all intrathoracic operations (tracheo-casophageal fistula, &c.) general anesthesia is required. For those, awake intubation followed by cyclopropane by to-and-fro method has been satisfactory.
In exomphalos (omphalocele) a similar technique is used. Relaxants may be helpful, but due to the possibility of post-operative restriction of respiration in this condition it is preferable not to risk further depression from prolonged action of a relaxant. This danger is accentuated when infants become cold during anesthesia. It is always of critical importance to watch these patients with extreme care following operation.
During operations on neonates it is essential to keep the infant warm. The limbs are wrapped, and a rectal thermistor registers the temperature continuously. Blood pressure is measured with a narrow cuff designed for neonates, and read by the swing of the Tycos needle. Pressures of 75-90 systolic are reasonable if maintained. A precordial stethoscope is used on all patientsunless the entire chest is inaccessible. Then an cesophageal stethoscope is employed. This is easily constructed by cutting 3 extra holes in the terminal 2-3 cm of a 12 to 16 urethral catheter, then covering the holes by drawing a thin latex (Penrose) tube over the catheter end. The catheter is then substituted for the bowl of a standard binaural stethoscope and passed down the cesophagus until heart and breath sounds are audible.
In the child with respiratory obstruction the airway must first be re-established by endotracheal intubation or the passage of a bronchoscope. In the United States a tracheostomy stab with a trocar has been tried, but it is dangerous, because the trocar point may damage other tissues and fail to enter the trachea. Several deaths have been reported as a result of its use. Tracheostomy should not be attempted until after the patency of the airway has been ensured. In the Pierre-Robin syndrome (macroglossia, micrognathia, cleft palate), sudden respiratory obstruction may occur. The important features in treatment are intubation followed by tracheostomy, and then careful nursing, often in the prone position, and sometimes for some months.
It is essential not to approach these problems with any fixed ideas, but to keep an open mind, treating each case on its own merits.
DISCUSSION
Professor T C Gray (Liverpool) asked Dr Smith whether he thought that in view of the disproportionate amount of work that respiration entails in tiny infants it was not better for them, when submitted to the strain of operation, if the anesthetist took over this burden and controlled respiration. Dr Smith said that these infants apparently had no discomfort; if they were restless or appeared to be in pain a general anesthetic was desirable, but he felt that spontaneous respiration was better than controlled; there was less interference with the circulation, and he preferred to preserve intact as many faculties as possible. Dr Robert Cope (London) agreed with Dr Smith, but wondered whether closure of the abdomen without muscular relaxation was really safer than controlled respiration in these cases. Dr Smith replied that he considered that it was a matter of degree: if there was a struggle, then relaxation was desirable, but ifa tumour was removed, it was not usually necessary. He emphasized that some of the surgery might last several hours. It was necessary to consider the conditions obtaining at the time.
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President's Address Information Please by Professor R F Woolmer VRD FFA RCS (London) When the University of Bristol, to which I was until recently attached, was a University College aspiring towards a Royal Charter, discussion arose as to a suitable motto. The most popular proposal was a Latin tag meaning 'Knowledge is Power'. The Bursar, harassed by the difficulty of making both ends meet, wryly suggested that a slight twist in the wording would make it more appropriate, and that it should be rendered 'College is poor'. The more orthodox version was, however, adopted; and I suggest that it is a good motto, not only for a University, but also for a practising anesthetist.
The word 'knowledge' can have various shades of meaning. It can be equivalent to 'learning' and this is attested by its substitution for that word when Pope's line, 'A little learning is a dangerous thing' is misquoted, as it usually is. Or it can mean a collection of information. The desirability of anwsthetists being learned, in the academic sense, needs no arguing. What I want to discuss here is the desirability (which should be rated no lower) of their being knowledgeable in the sense of being well informedwell informed about the
